Our objective was to develop a short questionnaire that can be easily used to estimate quantitatively the level of adherence to cardioprotective Mediterranean diets. The short questionnaire assessed the consumption of cardioprotective elements included in the Mediterranean diet (olive oil, wine, fruits, vegetables, fish, legumes and whole-grain intake). A low consumption of meat or meat-products was also included in the composite score. The relative risk of myocardial infarction for each category of the composite score obtained (range 0-9) was computed using data from a case-control study that included 171 cases of first myocardial infarction and 171 matched controls. We found an adjusted odds ratio ¼ 0.18 (95% confidence interval (CI): 0.03-0.97; P ¼ 0.04) for those scoring 7-9 points when comparing them with those scoring 1-2 points. An increment of one point in the score was associated with an 18% reduction in the relative risk of myocardial infarction (P ¼ 0.05).
Several epidemiological studies (Trichopoulou et al, 1995 , De Lorgeril et al, 1999 , Robertson & Smaha, 2001 ) suggest the cardioprotective role of Mediterranean Diets (MD). The assessment of MD is included in the general paradigm of studying whole dietary patterns, which is becoming increasingly popular in nutritional epidemiology (Jacobs & Steffen, 2003) . Unfortunately, the data collection process to assess these patterns can be extremely time-consuming. New, quicker and simpler nutritional assessment tools are needed (Kris-Etherton et al, 2001) . A short, simplified questionnaire to estimate quantitatively the adherence to the cardioprotective elements of MD would help to reduce the data collection time. In addition, if it circumvents the derivation of nutrients and leads to an easily quantifiable score, it could be used in intervention studies to allow the interviewer to obtain an immediate assessment. This may provide the opportunity to give fast feedback to participants.
As we have previously published, a MD score was associated with a significant protection against myocardial infarction in a case-control study . This score was assessed using a previously validated food-frequency questionnaire with 136 items (MartinMoreno et al, 1993) . Now, we simplified the dietary assessment of the same subjects included in our case-control study. We estimated what score would be obtained if a considerably shorter questionnaire with only nine items were used. This questionnaire assessed the frequency of consumption for a typical serving of nine food items (Table 1) . Fibre intake was replaced by a category specified for a high consumption of both vegetables and fruits. An extra category for legumes was added. The consumption of each element was split into two categories using the cutoff points that better represented the observed dose-response relationships in our previous analysis . The resulting composite score ranged from 0 to 9 points.
To assess the association between the score and myocardial infarction risk, a conditional logistic regression analysis was conducted with 171 case-control matched pairs.
Univariate analyses using age-, hospital-, and gendermatched case-control pairs, suggested that a higher score was associated with a decreased risk of myocardial infarction, although the results were not statistically significant (Table 2) . When we adjusted these estimates for classical risk factors, family history of coronary heart disease (CHD) before 60 y, aspirin intake, total energy intake, marital status, occupation and educational levels, we found an adjusted OR ¼ 0.19 (95% CI: 0.04-1.04; P ¼ 0.06) for those scoring 5-6 points and adjusted OR ¼ 0.18 (95% CI: 0.03-0.97; P ¼ 0.04) for those scoring 7-9 points compared to those scoring 0-2 points. When we used the score as a continuous variable, the matched analysis (univariate) showed OR ¼ 0.88 (95% CI ¼ 0.75-1.03). When we fully adjusted for the above-mentioned confounders, the OR was 0.82 (95% CI ¼ 0.67-1.00, P ¼ 0.05) for each additional point in the score. When a quadratic term was introduced in the model, a statistically significant improvement could also be seen in the fully adjusted model (P ¼ 0.02), thus indicating that an L-shaped pattern (Figure 1 ) better reflected the dose-response relationship between the score and the risk of myocardial infarction (data not shown). For scores higher than 4, the OR was extremely low and the doseresponse curve was almost flat with increasing scores.
Our results suggest that a composite dietary score derived from a questionnaire with only nine items can be built to reflect a cardioprotective MD. This score was inversely associated with the risk of myocardial infarction. Regarding individual food items, in previous analyses using the fulllength 136-item questionnaire, we found a significant protection for olive oil (Fernández-Jarne et al, 2002a), fibre and fruit , fish and wine (Fernández-Jarne et al, 2003) . In the present analysis, most of these individual items lost their statistical significance (data not shown), probably because we used only two categories of consumption instead of using quintiles (Martínez-González and Sánchez-Villegas, 2004) .
The lower mortality rates associated with CHD in Asia and Mediterranean countries have attracted the interest and One point is added when Z1 serving/day of both fruits and vegetables is consumed. b One point is added when either consumption of both white bread and rice is low or when consumption of whole-grain bread is high. Age-, gender-and hospital-matched odds ratios. b Age-, gender-and hospital-matched odds ratios, also adjusted for smoking (four categories), body mass index (continuous variable, adding a quadratic term to account for nonlinearity), history of hypertension (yes/no), history of high blood cholesterol (yes/no), diabetes (yes/no), family history of CHD before 60 y (yes/no), aspirin intake (yes/no), total energy intake, leisure-time physical activity (METs-hours/week as continuous), marital status (married/others), occupation (blue collar/ white collar) and educational level (four categories).
Figure 1 Dose-response relationship between the overall score and the relative risk of myocardial infarction. A quadratic term for the score was added to the conditional logistic regression model. Adjusted for smoking, body mass index, hypertension, high blood cholesterol, diabetes, leisure-time physical activity, family history of coronary heart disease, aspirin use, marital status, occupational level and study level.
many researchers are now studying the respective dietary patterns. Both diets share many common elements identified as being cardioprotective in large American cohorts (Hu et al, 2000) . To build our score, we selected those items that were thought to better represent the cardioprotective elements of MD, but not necessarily other aspects of MD (ie, overall survival benefit), which have also been documented in other studies (Trichopoulou et al, 1995) . We based our selection on our previous results and various literatures that had studied this pattern (Trichopoulou et al, 2003) . We also took into account other relevant available evidence about dietary patterns and coronary heart disease (Hu et al, 2000) . The new knowledge provided by our study is that the information obtained with a considerably shorter dietary assessment method was able to predict the risk of myocardial infarction. We have thus developed a reduced questionnaire (nine items) that can evaluate the adherence to cardioprotective MD. This questionnaire can be very useful for a short and simple assessment of the healthiness of a dietary pattern in Mediterranean populations. It can substantially reduce the costs and the data collection time of future studies in a context of shortage of funding or time hastiness. In addition, this assessment may be a very interesting tool in nutritional education and in intervention trials because it allows to complete the dietary assessment on the same field where data are collected. The usual scenario is that feedback to the participant who completes a questionnaire is delayed due to the need to code the questionnaire and to derive the nutrient content after adjusting for total energy intake to obtain energy-adjusted nutrients. In contrast, the procedure we have used permits that the dietitian who collects the information may give immediate feedback to the participant. However, caution is needed because a short score, if it leads the focus just to a few foods instead of the whole diet, can be misleading to provide counselling.
